Methods: A retrospective analysis of 175 cases of infertility patients in our hospital from January 2013 to September 2017. Ultrasound examination using Voluson E8 four-dimensional colour Doppler ultrasound diagnostic instrument.
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Is pelvic floor muscle contractility an important factor in anal incontinence?
Z. Mengistu 1 , M. Gillor 2 , H.P. Dietz 1 1 University of Sydney, Penrith, NSW, Australia; 2 Obstetrics and Gynecology, Kaplan Medical Centre, Rehovot, Israel Objectives: Pelvic floor muscle (PFM) contractility may contribute to anal continence (AI). The aim of our study was to assess associations between clinical and sonographic measures of PFM contractility and AI symptoms, while controlling for sphincter and levator trauma. Methods: This is a retrospective study on 1383 women assessed at a tertiary centre between 5/13 and 7/16. Patients were assessed by interview, examination including Modified Oxford Scale (MOS) grading, and 4D transperineal ultrasound (TPUS). Bladder neck (BN) cranioventral shift and hiatal anteroposterior diameter reduction were measured offline, blinded against all clinical data, from ultrasound volumes obtained at rest and on maximal PFM contraction. Possible confounders such as levator avulsion, hiatal area on valsalva, enterocele, true rectocele and external anal sphincter defects were assessed on TPUS. Results: Mean age was 55 (range, 16-89) years and mean BMI was 29 (16-66) kg/m 2 . AI was reported by 225 (16%), with a median St Mark's score of 12 (IQR 8-16). Median MOS grade was 3 (IQR 1.5-3), while mean cranioventral shift of the BN was 5.62 ± 4.9mm (range, -41-29) and mean hiatal anteroposterior diameter reduction was 0.82 ± 0.5mm (range,-0.1-3). On TPUS, avulsion and significant EAS defects were diagnosed in 24% and 8.7% respectively. On univariate analysis, sonographic measures of PFM contractility were not associated with AI symptoms ( 
Obstetrics and Gynecology, Saint Joseph University, Beirut, Lebanon
During a routine pelvic ultrasound, the operator can look at the surrounding structures to seek other features.
A 45-year-old lady, G2 P2 with two prior Caesareans complained of pelvic discomfort and urge incontinence. She is an occasional smoker with no urological prior history. During her routine check-up, ultrasound showed a thickened bladder mucosa of about 3.2 mm. This image did not show any vascularisation and did not move upon probe movements. No other adnexal pathology was seen and Douglas was free of fluid. The patient was referred for urology consultation and she underwent later on a cystoscopy that showed a suspicious image that was resected. Pathology showed a urothelial superficial tumour.
Routine pelvic ultrasound done at the gynecologist's clinic can be a good opportunity to detect a suspicious image at the level of the bladder.
Supporting information can be found in the online version of this abstract 
Obstetrics and Gynecology, Kwong Wah Hospital, Hong Kong
A 41-year old premenopausal woman with history of one normal vaginal delivery, first presented with a reducible vaginal mass. On examination, the cervix descended upon the introitus without cystocele or rectocele. A 59mm latex ring pessary was inserted after counseling. Afterwards, she complained of increasing abdominal pain and foul smelling bloody vaginal discharge. She was readmitted 3 weeks after the pessary insertion and cervical strangulation by the ring pessary was noted. The cervix was grossly edematous. It reached the introitus and was strangulated by the ring pessary
